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Change and its impact Our professionalism is shaped and influenced by the context in which we work. First and foremost, medical knowledge and skill continue to expand in a geometric progression. So, in truth, we can only guess at what new discoveries lie ahead within the professional lifespan of young doctors starting their careers now. Equally challenging is the revolution in information technology which will have far-reaching implications for the practice of medicine in ways we are only just beginning to see. What, for instance, will be the impact on the doctor/patient relationship when most patients have direct access through the Internet to the database of knowledge which is the foundation of our professionalism?
One effect of rapid scientific and technological advance has been to drive subspecialisation in medicine further and further. If this trend continues, will it be possible to hold medicine together as the distinctive entity it is today, or will it come apart? All of us want the benefits of the best science for our families and ourselves when we become ill. Yet, at the same time, many of us yearn to retain the humanity associated with traditional doctoring. Will it be possible for patients to have it both ways in future? Indeed, will they always want to?
As if that were not enough, patients' expectations of medicine continue to rise. Given the complexities and pressures of modem practice, doctors often see these expectations as unreasonably demanding, and at times too critical and too testing of our performance. Yet we could look at it another way. Patients' greater expectations flow from our successes; the question, therefore, is how to maintain the confidence already there.
Compounding these changes are the political issues around the rising costs of health care, in particular how society is to pay for the many good but costly things that modem medicine can do, the total bill for which seems to exceed the limit of our willingness as a society to pay.
Last, but by no means least, there are the ethical dilemmas. Scarcely a week passes now without practical ethical questions arising which flow from medical advance -in genetics, in the ability to sustain life artificially, in the more familiar areas of consent and confidentiality, and so on.
Any one of these areas of change would be a challenge to handle. Taken together, it is not surprising that doctors find professional life so stressful. So, looking ahead, can we find better ways of handling and coping with a professional life in which continuous change will be the norm rather than the exception?
There are many important consequences of change. Here are three examples First is the fact that now, more than ever, the patient has come centre stage. The consumer, if I can describe patients that way, is king. For doctors used to being in the driving seat, that change can be difficult.
Secondly, we are likely to see more flexibility, on a scale that we have not experienced in our lifetimes, in the structure of health care, in the way we develop. and use our buildings and technical plant, and especially in the way we organise the work. For doctors this will imply a re-appraisal of what really distinguishes medicine from the many other health professions, when increasing numbers of non-medical health professionals have a role in clinical management. Is it, at its most elemental, the science and art of diagnosis? Similarly, as doctors we will surely have to look anew at how we reconcile the ethos of personal responsibility, linked with the one-to-one relationship between doctor and patient, with the future operational necessity for effective team-working. Certainly in medicine, we have still to reconcile these apparently contradictory requirements satisfactorily.
The third consequence focuses on accountability. For doctors, as with other professions, we are moving inexorably towards more emphasis in future on accountability, on the means whereby the quality of care can be steadily and incrementally improved and explicitly assured. This implies the development of attitudes of openness and responsiveness so that more light is shed on how and why we take the decisions we do, and on the effectiveness of our care, especially of our personal and team-based clinical performance.
Public Perceptions
So how do patients see their doctors today? What does the public think about the performance of the medical profession? It is actually quite difficult to say, but what evidence there is from opinion polls, from the image of medicine on television, from analyses of complaints, from a wealth of anecdote -sometimes crystallised by the press -and from we ourselves when we listen to what patients say, seems to suggest three general messages.
First, people in this country have a high respect for the medical profession In the United Kingdom. People seem to believe that in the main they enjoy a good standard of medical care, particularly at the technical level, and that we are honest and trustworthy. That good standing is an immense asset; the medical profession in many other countries is not so well regarded.
Second, notwithstanding the good feeling people tend to have about 'their' doctor, there are nevertheless many more complaints about doctors' attitudes to patients and colleagues. The commonest cause of complaint is poor communication. A proper dialogue about the cause, direction and progress of illness and care is an expectation too often unrealised. More generally, we are often seen as paternalistic -in some cases to the point of arrogance -and can all too easily convey a lack of respect for patients and other colleagues. Nevertheless, more and more patients in a better educated society expect the courtesies and good manners that have always been associated with the best of practice.
The third perception is about our willingness and ability to protect patients from poor practice when it occurs. There is still a suspicion, fuelled by some very public failures, that things can go wrong and patients can be harmed in situations where problems of performance were known about, and where energetic and active prevention could have avoided tragedy. Hence the public, which believes that by and large we get the basic training of doctors right, now wants to know -with increasing insistence -how we are going to assure them systematically and explicitly that senior doctors, notably consultants or principals in general practice, are really up-to-date, know what they are doing, and are maintaining an optimal level of performance.
So, against a background of general confidence and respect for the professionalism of doctors, there are problem areas which have got to be addressed by the whole profession if we are to continue to enjoy public trust.
Assuring Doctors' Performance: The GMC's Approach Not surprisingly, the GMC sees effective professional self-regulation as critical to maintaining public trust and at the same time to ensuring that doctors retain that independence of thought and action essential, at the clinical decision-making level, to optimal care for individual patients. To be successful the Council believes that professional self-regulation must become an active process in which every practising doctor is involved; patients depend, ultimately, on the sense of commitment and the conscientiousness of individual clinicians to do their best in all the countless unsupervised clinical decisions that are still at the heart of medical practice.
There are three elements to the GMC's approach': * to guide doctors on the principles of good medical practice;
* to help doctors maintain good practice through effective local professional self-regulation; * to protect patients by dealing firmly and fairly with seriously dysfunctional doctors.
Professional standards
The starting point must be our values and standards. Values and standards have always been important in medicine, but until recently much has been implicit. We are now moving into an era where explicitness is the name of the game wherever that is possible. (Table 1 ) and tend to use a constellation of methods (Table 2) . Significantly, such clinical teams are willing achievement of management's aims is critically dependent on the sense of professionalism, and commitment among doctors and other health professionals.
Against this background, I believe that the time is now right for a new agreement between medicine, the state and the public generally. It is the medical profession's responsibility to see that professional practice is at one with people's expectations and that self-regulation really is effective. For its part, the state must give doctors the time needed to do a professional job for patients and to maintain standards of practice using modem methods. The proper resourcing of good medical practice -including medical education -must become an agreed given of good quality health care.
With such an approach, we can be confident that our strengthened professionalism will keep the public's respect and trust.
